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Abstract

Introduction: The emergency department plays a critical role in the trajectory of in-hospital
patient care. The Center to Advance Palliative Care (CAPC) along with the American College of
Emergency Physicians (AECP) recommend early referral to palliative care for patients with life
limiting illnesses that present to the emergency department. Research demonstrates that early
palliative care consultations result in patient directed goals of care, improved symptom
management, decreased length of stay, and reduced direct costs for inpatient hospitalizations.
Objectives: The goal of this project was to implement evidence-based recommendations for
early palliative care referrals in an adult emergency department to improve patient goals of care,
augment symptom management, and decrease health care utilization.
Methods: Retrospective chart reviews were completed to identify emergency department
patients that met screening criteria for palliative care needs. Additionally, a tool-kit containing a
validated two-step palliative care screening tool, marketing and educational materials for
providers, and a sustainability plan was developed.
Results: This project utilized a standardized tool-kit to help inform the organization on
evidence-based recommendations. Retrospective data identified a gap in care between patients
that screened positive for palliative care needs and patients that were consulted by palliative care.
Conclusions: This project was expected to improve emergency department initiated palliative
care referrals for patients with life limiting illness. Early referrals were predicted to improve
patient goals of care, symptom management, and length of stay. The impact on health care
utilization was expected to decrease and therefore reduce overall cost.
Implications: Screening can identify patients who may benefit from a palliative care
consultation. Early palliative care referrals allow patient directed goals of care, appropriate

PALLIATIVE CARE FINAL DEFENSE
allocation of healthcare resources, and symptom management for patients with a life-limiting
illness.
Keywords: palliative care, emergency department, screening, referral, consultation
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An Integrated Model of Palliative Care to Improve Referrals in the Emergency Department
The aging population along with advances in health care have contributed to the
increased prevalence of those affected with chronic, progressive diseases (Cotogni et al., 2016).
According to the Center for Disease Control and Prevention (2018) over 45%, or 133 million
Americans, have at least one chronic disease. This creates an exponential increase in health
care utilization toward the end of life (da Silva, Nunes, & Gomes, 2016). The emergency
department (ED) plays a critical role in the trajectory of health care because it serves as an
accessible entry point for patients dealing with symptoms such as pain, dyspnea, nausea,
vomiting, constipation, and fever (Wang et al., 2015). For critically ill patients that present to
the ED, most invasive life-saving interventions are started without the time necessary to provide
an in-depth discussion on patient directed goals of care (Fermia et al., 2016; George et al., 2016;
Lamda et al., 2014).
Palliative care (PC) is a health care specialty that focuses on patient directed goals of care
for optimal pain control, improved symptom management, prolonged survival, and reduction in
unnecessary tests and interventions (da Silva Soares, Nunes, & Gomes, 2016; Dechen & Austin,
2017). Palliative care is designed to improve quality of life during any stage of illness with early
identification, assessment, and treatment of needs in relation to physiological, psychological, and
spiritual care (Lattimer, 2013).
Introduction
Historically, few patients receive a PC referral while in the ED although research
demonstrates that PC consultations in the ED result in decreased length of stay and increased
community support for patients (Glajchen, Lawson, Homel, DeSandre, & Todd, 2011).
Emergency providers have the opportunity to impact a patient’s health care trajectory with PC
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referrals. Potential patient outcomes related to ED PC referrals include timely management of
patient symptoms, appropriate allocation of hospital resources based on patient directed goals of
care, reduction in ED and hospital readmissions, and proper utilization of palliative resources
(Glajchen et al., 2011; Wang, Piet, Kenworthy, & Dy, 2015). For patients with life limiting
illnesses, PC is an essential part of the health care team.
Life limiting illnesses include diagnoses that directly affect a patients’ quality of life,
functioning, and emotional well-being (Bradley, Lloyd‐Williams, & Dowrick, 2018). There is
limited evidence regarding how emergency services can best support this patient population.
Thus, it would be beneficial to establish evidence for management of medically complex patients
with a PC and ED interface. The goal of this project was to implement an evidence-based toolkit for recommendations of early palliative care referrals in an adult emergency department to
improve patient goals of care, augment symptom management, and decrease health care
utilization.
Assessment of the Organization
The process of implementing and sustaining a quality improvement project can be
challenging. In order to be successful, it is important to conduct a needs and feasibility
assessment of the organization to open dialogue and develop strategies for future practice.
Exploring the organization and identifying crucial information on performance, factors that
facilitate or impede change, and comparison to competitors can guide proposed practice changes.
To assess for feasibility of this project, multiple factors were examined using the Burke-Litwin
Model of Organizational Performance and Change and a SWOT analysis was performed.
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Burke-Litwin Model of Organizational Performance and Change
The Burke-Litwin Model of Change hypothesizes that organizational change is affected
by internal and external factors and identifies twelve key dimensions of change within the
structure, practice, and system of the organization (Burke & Litwin, 1992). The framework
includes the external environment, mission and strategy, leadership, organizational culture,
structure, management, systems, work climate, skills, needs and values, motivation, and
performance (Burke-Litwin, 1992).
Two factors, transformational and transactional, are identified among the twelve
dimensions that influence change (see Appendix A). Transformational change occurs in response
to the external environment and leads to adjustments in the organization that directly affect the
mission, strategy, leadership, and culture of the organization (Burke & Litwin, 1992).
Transactional factors affect the structure, systems, management practices, and work climate of
the organization (Burke & Litwin, 1992). Changes within the transactional factors can lead to
operational changes but may not have direct impact on organizational change (Burke & Litwin,
1992). Transformational change predicts transactional change and the combination of these
factors affect motivation and performance (Burke & Litwin, 1992).
Baseline data for the 2018 fiscal year identified an ED patient volume of 66,276 visits
with a median length of stay of 182 minutes. Of the 66,276 patients, 8,754 (13.2%) have had an
inpatient admission. Of the 8,754 patients admitted to inpatient units from the ED, less than 10%
received a PC referral. This data demonstrates the need of an integrated tool-kit to improve early
PC referrals. Palliative care is appropriate at any age and any stage of a life limiting illness and
can be provided along with curative treatment. The Center for Disease Control and Prevention
(CDC) (2018) estimates that individuals with a life limiting disease accounts for 81% of all U.S.

PALLIATIVE CARE FINAL DEFENSE

11

hospital admissions. Based on this and the goals of the Triple Aim, PC referrals of less than 10%
is unsatisfactory and hinders patient outcomes.
Ethics and Protection of Human Subjects
This project was reviewed by Institutional Review Boards (IRB) of the health care
organization and Grand Valley State University (GVSU) and deemed by both organizations to be
quality improvement. IRB approval was granted prior to project activities and was limited to a
quality improvement initiative (see Appendices B and C). Identifiable information collected
include retrospective data of patient financial numbers and age. This information was protected
in compliance with the Health Insurance Portability and Accountability Act and privacy rules.
Protected data was stored onsite at the organization in a secure, encrypted data drive to ensure
privacy. No physical, social, psychological, legal, or economic threats to patients were associated
with this project. As such, the impact of the project posed minimal risk to participants. All
members of the team completed the Collaborative Institute Training Imitative (CITI) training to
ensure human subjects protection (see Appendix D).
Stakeholders
The manager of the PC team along with the PC medical director identified this DNP
project to the DNP student. Administrative leadership along with the PC program coordinator
assisted the DNP student to execute the change and ensure compliance with the organizations’
mission and vision. The success of a change project is highly dependent on the inclusion and
active engagement of key stakeholders (Moran, Burson, & Conrad, 2017). Key stakeholders in
the PC team included health care providers, administrative staff, and program coordinators.
Additionally, stakeholders within the ED were identified. These stakeholders included
providers, registered nurses, unit leadership, clinical nurse specialists, and the patients. Health
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care providers within both PC and the ED complete patient assessments and determine goals of
care that affect health outcomes and length of stay. Collaboration amongst PC and ED
stakeholders was essential to this quality initiative.
SWOT Analysis
A strengths, weakness, opportunity, and threat (SWOT) analysis was performed on the
PC team and ED, specifically in relation to PC referrals for ED patients (see Appendix E). A
SWOT analysis involves identifying an organizations internal attributes that could assist in
obtaining a goal as well as the threats that could prove to be damaging toward the goal (Fallon,
2017).
Strengths. The PC team has many strengths. Palliative care is a specialty practice that
has specific training to focus on management of patient symptoms to improve quality of life. The
PC team within this organization focuses on collaborative coordinated care that directly align
with the patient’s goals of care. The leadership team for PC is engaged in quality improvement
and was fully supportive of the proposed practice change. The PC team has dedicated
committees aimed at quality improvement within the department and community (XXX, 2018).
Weaknesses. Internal factors that can be addressed and corrected are listed as
weaknesses (Fallon, 2017). Some weaknesses identified in the SWOT analysis include a limited
knowledge of PC needs among the ED staff. While the PC team has extensive training on
patients with life limiting illnesses, the ED staff currently lack the training necessary to identify
patient populations appropriate for PC referrals. Implementation of a new practice change can
be seen as added work in an already stressful environment and may be met with hesitation. In
order for this project to succeed, ED staff and provider “buy in” was needed and addressed. The
PC team was also undergoing a quality improvement venture to initiate a community PC
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practice. This practice change may distract from attempts of other quality improvement projects
occurring simultaneously.
Opportunities. External forces that influence an organization’s performance and help
achieve a goal are seen as opportunities (Fallon, 2017). Palliative care delivers a unique focus of
patient care. Opportunities exist to enhance quality of care by integrating evidence-based
practice changes, improve discharge planning, decrease readmission rates, and reduce overall
hospital cost of care. These opportunities align with the organizational strategic plan to be a
healthcare system that is People Centered by 2020 as well as aligning with components of the
Triple Aim – improve the patient experience, improved population health, and reduce per capita
cost (Institute for Healthcare Improvement [IHI], 2017). The volume of patients seen in the ED,
the urgency of addressing patient needs, and the established PC team provide a strong foundation
for this project.
Threats. Threats are conditions within the external environment that may impede a goal
from being achieved (Fallon, 2017). Threats to proposed changes need to be monitored to
prevent unanticipated complications to the organization. A key threat to the proposed practice
change included limited funding for increased staff and resources for implementation. Limited
availability of community-based resources upon patient discharge is also a threat. An additional
threat is limited ED provider privilege. Emergency providers do not have the ability to place
inpatient consultations and referrals for patients in need of PC. Therefore, patients identified as
having unmet PC needs would need to be evaluated in the ED or consulted with the inpatient
admitting team.
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Clinical Practice Question
Due to advances in health care practice and the aging population, the number of patients
affected by a life limiting illness is increasing. According to the CDC (2018), 86% of the
nation’s annual health care expenditure is spent on those with chronic illness. Chronic disease
limits a person’s quality of life and accounts for 81% of all U.S. hospital admissions (CDC,
2018).
In response to this, an evidence-based project to answer the following clinical question
was proposed. For patients with a life limiting illness, does an early referral to palliative care
improve goals of care, augment symptom management, and decrease health care utilization? To
answer this clinical practice question and develop a QI project, a review of the literature was
performed.
Review of the Literature
Method
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
guideline served as the framework for the literature review (Moher et al., 2009). A
comprehensive electronic search was conducted in CINAHL and PubMed databases and was
limited to reviews in the English language during the period of 2016 to 2018 with full text
articles available online. Geographic areas included the United States and Europe. Keywords
used for the search included palliative care, emergency department, screening, and referral.
Similar search terms were listed by using * (wild card) and boolean operators (OR, AND) to
broaden the search to include all relevant articles. Additionally, several articles were provided
through other sources and reviewed for inclusion and exclusion criteria.
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PRISMA. The search yielded 209 reviews from PubMed and CINAHL and 32 reviews
from additional sources (see Appendix F). All articles were screened using inclusion and
exclusion criteria according to PRISMA guidelines (Moher et al., 2009). Of the initial 241
articles, seven duplicates were found. After removing duplicates, the title and abstract of 234
studies were reviewed. Titles were assessed for relevance of PC in the ED and studies were
removed if criteria were not met. A final review of abstracts resulted in the exclusion of 215
articles that did not meet clinical inclusion criteria. The remaining nineteen articles were
screened using inclusion and exclusion criteria developed from the population, intervention,
comparison, and outcome (PICO) format (van Loveren & Aartman, 2007). Using this criterion,
14 articles were excluded following detailed examination of content. The remaining five articles
were included for the review.
Summary of Results
Five articles met the inclusion criteria and were included in the literature review (see
Appendix G). Two articles contained systematic reviews to evaluate the effectiveness of early
PC referrals in the ED for adults with life limiting illness (da Silva soares et al., 2016; George et
al., 2016). One article was a single-blind randomized control trial (RCT) for patients with
advanced cancer (Grudzen et al., 2016). An additional review was a prospective, observational
study to evaluate the feasibility of an ED initiated screening tool to identify patients in need of
PC (Cotogni et al., 2017). The final article was a retrospective study of ED attending physicians
(Ouchi et al., 2017).
All of the studies took place in an acute care hospital setting and utilized a screening
intervention for PC referrals for adult ED patients, aged 18 and older. There were no significant
differences reported in age, gender, or severity of illness. Life limiting illness was addressed in
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each study. Four studies included patients with life limiting illnesses of heart failure, end stage
renal disease, end stage liver failure, chronic obstructive pulmonary disease, advanced cancer,
and advanced dementia (Cotogni et al., 2017 & da Silva Soares et al., 2016; George et al., 2016;
Ouchi et al., 2017). One study addressed advanced cancer only (Gruzden et al., 2016).
A wide variety of outcome measures were used. The most reported outcomes were
quality of life (3 reviews), symptom management (3 reviews), health care utilization (4 reviews),
and survival (3 reviews). One study only reported on the clinical indicators and criteria for the
screening tool (Cotogni et al., 2017).
Health Care Utilization. Health care utilization can be defined as the number of
services or supplies consumed, number of days a person is hospitalized, or the number of visits
per person with a health care provider (da Silva Soares et al., 2016; George et al., 2016). All five
studies reviewed health care utilization in some form. Overall, patients with advanced illness
had higher rates of health care utilization (Cotogni et al., 2017; da Silva Soares et al., 2016;
George et al., 2016; Grudzen et al., 2016; Ouchi et al., 2017).
Patients with ED based PC referrals were found to have subsequent return ED visits at
one month (24%) and six months (59% to 79%), however no comparison group was reported (da
Silva Soares et al., 2016; Ouchi et al., 2017). One study reported that subsequent ED visits
declined from 59% to 45% for those that received a PC referral (da Silva Soares et al., 2016).
Another found a small decrease in repeated ED visits (7% to 0%) but did not report if this was
significant (George et al., 2017). Patients that returned to ED had higher rates of discharge to
skilled nursing facilities, home, and hospice verses inpatient admissions (da Silva Soares et al.,
2016).
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Length of inpatient admission was found to be reduced by 3.53 days with ED initiated PC
referrals (da Silva Soares et al., 2016). This suggests that while early PC referrals may not avoid
hospitalization, they do allow for faster discharge (da Silva Soares et al., 2016). Another study
found no significant difference for days hospitalized between the intervention group and usual
care group (Gruzden et al., 2016.)
Patients who were referred to PC from the ED were found to have higher rates of
utilization of community-based palliative and hospice care, long-term care facilities, and home
care services upon discharge (Cotogni et al., 2017; George et al., 2016; Gruzden et al., 2016).
Quality of Life. For populations with chronic disease, measurement of quality of life
(QOL) provides a meaningful way to determine the impact of health care when a cure is not
possible. Two studies reported on QOL. A systematic review and an RCT reported higher QOL
outcomes for patients with PC referrals (da Silva Soares et al., 2016; Grudzen et al., 2016).
Grudzen et al. (2016) found an increase of 4.78 points at six weeks post intervention and 5.91
points at 12 weeks post intervention on the Functional Assessment of Cancer Therapy-General
Measure (FACT-G). Quality of life scales such as the FACT-G assess a patient’s physical
well-being, social/family well-being, emotional well-being, and functional well-being (Yost et
al., 2013).
Symptom Management. Symptom management was assessed in two studies. One
study examined major depressive disorder for symptoms and found no significant difference in
depression symptoms using the Patient Health Questionnaire-9 (PHQ-9) between the
intervention and usual care groups at six and twelve weeks (Gruzden et al., 2016). The RCT by
George et al. (2016) found significant symptom reduction reported in the PC referral groups
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compared to the control groups. Symptoms included depression, chronic pain, fatigue, dyspnea,
and functional status (George et al., 2016).
Survival. Two studies reported on survival and found conflicting results (da Silva Soares
et al., 2016; Gruzden et al., 2016). Da Silva Soares et al. (2016) found a slight increase in
hospital death rates for critically ill patients following an ED PC referral. However, there is “a
trend for ED clinicians to request PC consults in those who are imminently dying” (da Silva
Soares et al., 2016, p. 608).
Median estimates of 1-year survival were longer for those who received a PC consult
(289 days) comparted to those in the usual care group (132 days). Although this was not found
to be statistically significantly, it is clinically significant for patients with life limiting illnesses
(Gruzden et al., 2016). Further discussion on the use of a screening tool and patient outcomes is
needed.
Evidence to be used for Project
Implementation of a screening tool in the ED to identify patients with PC needs was fully
supported by all five reviews. However, data is limited and needs to be further evaluated to
determine if a positive PC screening in the ED leads to a PC referral. Criteria, outcomes, and
processes varied for implementation of an ED based PC screening tool. While standardization of
screening tools is needed, the use of screening tools that have more than one step appear to
capture more patients with life limiting illness that would benefit from a PC referral (da Silva
Soares et al., 2016; George et al., 2016; Ouchi et al., 2017).
There is insufficient evidence on patient outcomes after an ED initiated PC referral.
Studies indicate that there is a possible reduction in hospital readmission, length of stay, and
symptom management with early PC consults (da Silva Soares et al., 2016; Grudzen et al.,
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2016). There is a knowledge gap that demonstrates a need for further studies to examine patient
outcomes and benefits with early PC referrals.
There are several limitations to this review. First, the screening process and
inclusion/exclusion criteria were limited to one person and therefore could be biased. Although
the PRISMA guidelines were applied to the findings, the conclusions are limited by the
heterogeneity of each study. Exclusion criteria resulted in an adult population seen in acute care
emergency departments, thus limiting the ability to generalize findings to pediatric populations
or other healthcare settings. Additionally, studies reviewed were retrospective in nature and
could have methodological limitations.
The results of this review suggest that patients with advanced life-limiting diseases often
present to the ED with unmet PC needs. Utilization of a structured screening tool in the ED is an
acceptable practice to identify patients who may benefit from a PC referral. Screening criteria
varies among tools and are not yet standardized. Variability also exists in measured patient
outcomes with an implemented PC screening process. This review demonstrated that patient
outcomes may be improved with a standardized process. While each organization and clinical
setting is different, the screening tool should be developed in accordance with key stakeholders
in each setting. These findings offer evidence to improve referrals to PC for patients with life
limiting illness and provide a strategy to implement a screening tool for the ED.
Phenomenon Conceptual Model
Conceptual models allow one to view a phenomenon of interest with a structured
approach. The phenomenon of interest for this quality improvement project was to identify
patient goals of care, augment symptom management, and decrease health care utilization
through early PC referrals. The Theory of Symptom Management was utilized to view the
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various aspects of this phenomenon, including the symptom experience, management strategies,
and outcomes.
Theory of Symptom Management
The Theory of Symptom Management (UCSF School of Nursing Symptom Management
Faculty Group, 1994) is a middle range theory that depicts symptom management as a
multidimensional process occurring in the domains of nursing science (see Appendix H). The
theory was developed by nursing faculty at the University of California at San Francisco to assist
nurses in management of distressing symptoms.
Concepts. Theoretical concepts are the varying components of a phenomenon that relate
back to the theory and help understand the phenomenon (McEwen & Wills, 2014). The Theory
of Symptom Management has three major interactive concepts: symptom experience, symptom
management strategies, and symptom status outcomes (UCSF School of Nursing Symptom
Management Faculty Group, 1994).
Symptom experience. The symptom experience is the interaction between a patient’s
perception, meaning, and response to a symptom. The symptom experience is multidimensional
and includes feelings, thoughts, and behaviors that are secondary to a diagnosis (UCSF School of
Nursing Symptom Management Faculty Group, 1994). Understanding the symptom experience
is essential for symptom management (UCSF School of Nursing Symptom Management Faculty
Group, 1994). The goal of palliative care is to understand the symptom experience and create
goals of care that specifically address these symptoms to provide optimal patient outcomes
(National Hospice and Palliative Care Organization, 2017).
Symptom management strategies. Symptom management is a collaborative effort from a
patient-family-clinician partnership and begins with an assessment of the symptom experience
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from the patient’s perception (UCSF School of Nursing Symptom Management Faculty Group,
1994). Symptom management encompasses a multi-modal approach to treatment to advert or
delay a negative outcome (UCSF School of Nursing Symptom Management Faculty Group,
1994). Palliative care providers are trained in symptom management to maximize function,
independence and quality of life by utilizing neurobiological pathways in medical management
and developing strategies to reduce symptom impact and suffering (Center to Advance Palliative
Care [CAPC], n.d.).
Symptom Outcomes. Symptom outcomes include psycho-social health, physical
wellbeing, functional status, and quality of life (UCSF School of Nursing Symptom Management
Faculty Group, 1994). Symptom outcomes can be influenced by such things as frequency,
intensity, and periodicity of a symptom (UCSF School of Nursing Symptom Management
Faculty Group, 1994). Palliative care providers are equipped to address these symptom
outcomes and is associated with improved patient quality of life, patient and caregiver
satisfaction, and decreased symptom burden (da Silva Soares et al., 2016; Grudzen et al., 2016).
Domains. The original Theory of Symptom Management model was updated to include
three nursing domains that are influenced by the concepts of the model: person, health and
illness, and environment (Dodd et al., 2001). Person domains are intrinsic variables to the way a
person views and responds to the symptom experience and include demographic, psychological,
sociological and physiological variables (Dodd et al., 2001). Health and illness are variables
unique to the current diagnosis and disease state and include risk factors, injuries, or disabilities
(Dodd et al., 2001). The final domain, environment, refers to the context in which symptoms
occur and includes physical, social, and cultural aspects (Dodd et al., 2001).
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These domains are assessed by the PC team during symptom management. Palliative
care treats patients across the spectrum of age, gender, and ethnicity that are part of the person
domain. Health and illness are continually assessed during symptom management to ensure
treatments align with a patient’s goals of care. Holistic care provided by PC includes disease
progression as well as risk factors associated with treatment related morbidity. The physical
environment includes the hospital setting as well as access to care. This domain is evaluated by
providing early PC referrals to patients that present to the ED.
The Theory of Symptom Management can be utilized to assess if a patient has unmet
needs, initiate referrals to PC and assist in treatment planning for PC providers. The concepts
and domains of the Theory of Symptom Management provide criteria to be evaluated with the
development of a PC tool-kit to increase early referrals. This theory aids to answer the clinical
question: for patients with a life limiting illness, does an early referral to palliative care improve
goals of care, augment symptom management, and decrease health care utilization? Outcomes
related to the Theory of Symptom Management are related to the projected purpose and
objectives of this DNP project.
Project Plan
Purpose of Project and Objectives
The purpose of this DNP scholarly project was to identify patients with life limiting
illness that have unmet PC needs and initiate timely referrals to PC, thus answering the clinical
question: for patients with a life limiting illness, does an early referral to palliative care improve
goals of care, augment symptom management, and decrease health care utilization?
An evidenced-based tool-kit to develop an integrated model of palliative care in the ED
to improve timely referrals and patient outcomes included the following objectives:
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A cost savings analysis of current state of PC referrals utilizing MACRA reimbursement
criteria to substantiate value



Identification of an evidenced based screening tool to identify patients with life limiting
illness that have unmet palliative care needs



Educational tools for ED RNs, case managers, and clinicians for implementation of the
screening tool



Dissemination of work to key stakeholders including a sustainability plan

Design for the Evidence-based Initiative
This project was a quality improvement project. The U.S. Department of Health and
Human Services (2011, p.1) define quality improvement as the “systematic and continuous
actions that lead to measurable improvement in health care services and the health status of
targeted patient groups”. Quality improvement involves multiple steps such as analyzing the
culture, identifying practice problems, collecting and analyzing data, disseminating results, and
continued evaluation (American Academy of Family Physicians, n.d). The organizational culture
and clinical question have previously been identified.
Setting
This DNP project took place in a 371 bed, non-profit health care system within West
Michigan. Specifically, within the Palliative and Supportive Services and Emergency
Department of the organization. This organization provides emergency care, intensive care
services, surgical services, medical-surgical services, psychiatric services, cancer services,
obstetrics, neonatal, outpatient clinics, and community referrals. Within West Michigan, this
health care system consists of five hospitals, 60+ physician offices, 800+ hospital beds, 1300+
medical staff physicians, and 7200+ colleagues (XXX, 2018). The PC team is one of five
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established inpatient palliative care programs in West Michigan (Michigan Cancer Consortium,
2018).
Participants
The participants in this DNP project included academic advisors, site mentors, clinicians
and GVSU graduate statistics students. Academic advisors from GVSU have been established to
assist the DNP student in completing this project. This team consisted of expert advisors to
assist with methods, design, measures, and statistical analysis of the project as well as expertise
in the DNP essentials and implementation science of the scholarly project. Support for this
project was approved and authorized by the PC department manager and medical director (see
Appendix I). Additionally, the PC department manager agreed to be a site mentor for the
duration of the project (see Appendix J). An informal team was established that included the
program coordinator for palliative services and a licensed medical social worker in palliative
care.
Clinicians included physicians, nurse practitioners, physician assistants, registered nurses,
medical social workers, and clinical nurse specialists in PC and ED. The target patient
population are individuals with life limiting illnesses that present to the ED with unmet PC needs
and include the following: heart failure (HF) NYHA classification 3 or 4, end stage renal failure
(ESRF) on dialysis, metastatic cancer stage IIIB or IV, severe chronic obstructive pulmonary
disease (COPD), severe dementia with dysphagia, amyotrophic lateral sclerosis (ALS) with
functional decline, hospice patients, or end stage liver disease (ESLD).
The PARiHS Framework
The Promoting Action on Research Implementation in Health Services (PARiHS)
framework was designed to assist with successful execution of evidence-based care and allows
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clinicians to develop a transition strategy to implement research into practice (Kitson, Harvey, &
McCormack, 1998). The three major concepts of the PARiHS framework include evidence,
context, and facilitation (see Appendix K). These concepts are directly related and influence
change outcomes. The strongest environment for successful change is when researchers and
clinicians simultaneously evaluate existing evidence, the context of implementation, and the
facilitation process for the change (Kitson et al., 1998). Incorporating PC into standard patient
care for those with life-limiting illnesses is recommended as best practice from several
organizations (CAPC, n.d.; Institute of Medicine [IOM] 2015; National Hospice and Palliative
Care Organization, 2017). Therefore, the PARiHS framework will be applied to the PC
department for implementation of early referrals in the ED.
Evidence. Evidence is the combination of research, clinical expertise, patient population,
and the local environment (Kitson et al., 1998). Levels of evidence are based on a continuum
with grey literature on the low end and randomized trials or meta-analyses on the high end
(Kitson et al., 1998). Evidence should be evaluated for rigor as higher levels of evidence are
associated with improved success of implementation.
Evidence from a comprehensive literature review, clinical expertise, and grey literature
will guide development of the toolkit. Grey literature includes research, reports, and government
documents that will be used to identify reimbursement and quality measures.
Incorporating PC into the ED culture for early identification of patients with unmet PC
needs is best practice (Lamba et al., 2014; Quest et al., 2013). Literature has shown that patients
with high risk of unmet PC needs often present to the ED for care. Early identification of these
patients can assist with symptom control, improved quality of life, clarity about goals of care,
and decreased hospitalizations (Lamba et al., 2014; Quest et al., 2013). Additionally, evidence
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has demonstrated that early PC referrals have been associated with decreased health care costs
(McCarthy et al., 2015; Penrod et al., 2010; Starks et al., 2013).
Context. Context is defined as the environment in which the proposed implementation
occurs. Context is divided into three core elements: an understanding of the organization’s
culture, the relationships within leadership roles in the organization, and the process of
measurement for systems and services (Kitson et al., 1998).
An organizational assessment was conducted that included an evaluation of the
Organization’s culture and leadership. Current culture for PC is robust and supportive of change.
Leadership is receptive to quality improvements and practice change associated with quality
metrics. National benchmarks such as average length of stay, admissions to palliative care
services, and readmission rates are reported from the organization. However, the organization is
currently not utilizing the Centers for Medicare and Medicaid Services (CMS) quality measures.
Baseline quality measures were obtained for this project to assist with the cost analysis section of
the tool-kit. Additionally, these measures were utilized to create a sustainability plan.
Facilitation. Internal organizational support that is incorporated to make things easier
for others is facilitation (Kitson et al., 1998). Facilitators need to individualize the change
process to the organization by supporting new attitudes, behaviors, and habits (Kitson et al.,
1998). Facilitators are key players for a project change. They help identify what needs to be
changed, the steps needed for the change, and how to achieve desired outcomes (Kitson et al.,
1998).
Key players, or champions, were identified to help facilitate this DNP project.
Identifying champions that have the motivation and technical skills to guide this project aided to
articulate understanding and provide insight on potential problems and barriers. These
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facilitators had an understanding of PC and maintain an appropriate presence in the ED during
the project implementation phase.
Implementation Steps and Strategies
Implementation strategies for this project were guided by the compiled results of the
Expert Recommendation for Implementation Change (ERIC) project. The ERIC project
consisted of a panel of clinical and implementation experts that identified 73 distinct
implementation strategies used to build a unique multicomponent approach for execution
(Powell et al., 2015). Three implementation strategies were selected to meet the objectives of
this DNP project. Prior to implementation, organizational barriers delayed the project. In
reviewing the PARiHS framework for practice change, it was identified that the concept of
facilitation was incomplete. Key champions were not adequately identified for the ED which led
to lack of provider support and knowledge as well as ease of collaboration for implementation.
step three was not completed during this project.
1. Assess for readiness and identify barriers and facilitators prior to implementation. The
degree of readiness for implementation can identify strengths or barriers of an
organization. Strengths can be used to further the implementation effort while barriers
may impede the process (Powell et al., 2015). Steps completed to meet this objective
included:


Organizational assessment and SWOT analysis



Clinical Practice Guideline Self-Assessment for Improving Palliative Care in
Emergency Medicine



Identified Key Stakeholders and facilitate open discussion on strengths and
barriers
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2. Identify and prepare champions prior to implementation. Identifying and preparing
dedicated individuals who can provide support, marketing, and steering through an
implementation project can assist in overcoming indifference or resistance that the
practice change can evoke (Powell et al., 2018). Steps completed to meet this objective
included:


Convened an interdisciplinary planning team to identify project champions within
PC and ED



Identified individuals helped to communicate the vision of the project and steer
implementation. Identifying individuals that have the motivation and technical
skills to guide this project assisted with articulating understanding to clinicians
and provided insight on potential problems and barriers



Engaged the entire PC and ED interdisciplinary team to create a supportive
culture

3. Audit and provide feedback throughout the implementation process. Auditing an
organizational unit involves collecting and summarizing clinical performance data over a
specified period of time for administrators to monitor, evaluate, and modify behaviors
(Powell et al., 2015). Initial steps identified to meet this objective included the following:


Create protocol plan for implementation of tool-kit



Present current work to key stakeholders within the organization for acceptance of
implementation



The DNP student will gather data from the screening tool by utilizing a regression
analysis with the consultation of a Grand Valley State University graduate
statistics student
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Create sustainability and evaluation plan to be presented to key stakeholders in
the organization

Due to organizational barriers, project implementation was delayed, and the student was
not able to complete audits or feedback. A protocol plan was designed and presented to
stakeholders for future implementation.
Implementation Redesign
Just prior to implementation, the planned project was delayed due to several barriers
within the organization. This project was modified from implementation of the ED-PC screening
tool to a retrospective chart review of admitted patients. The screening tool was retrospectively
applied to the ED history and physical of admitted patients in January and February 2019 to
identify patients with unmet PC needs. The timeframe was modified from a 90-day
implementation to a 60-day retrospective chart review. Quality metrics were not available due to
the change in data collection. Additionally, pre- and post-survey data was not obtained due to
the change in implementation.
Measures
Planned measures for implementation of this DNP scholarly project included the
following:


Retrospective data from chart reviews to collect baseline data for: the total number of
patients seen in ED for fiscal year, the number of patients admitted from ED for fiscal
year, percent of patients returning to ED within 30 days, and percent of patients
readmitted to hospital within 30 days.



Additional retrospective metrics designed for pre- and post-implementation analysis
included: age, admit date, referral date, discharge date, length of stay after referral, reason
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for PC referral, diagnosis of a life limiting illness, clinician who made the PC referral
(see Appendix L).


Data from chart reviews during implementation were to include: the total number of
patients seen in the ED, the number of patients that are screened for unmet PC needs, the
number of patients that screened positive for unmet PC needs, the number of patients
who screened positive and have a PC referral while in the ED, and the number of patients
who screened positive and have an inpatient PC referral.



A two-step screening tool would have been utilized during implementation to identify
patients in the ED with unmet PC needs. After thorough review, the Palliative Care
Screening Tool developed by George et al. (2015) was selected for implementation (see
Appendix N). George et al., (2015) developed a content-validated PC screening tool
specifically for the ED. This tool was designed for the fast-paced environment of the ED
with limited questions that represented the domains of PC (George et al., 2015). The tool
was structured to identify patients with a multitude of life-limiting illnesses with unmet
PC needs (George et al., 2015).

Data Collection Procedure
Data collection for this DNP project was intended to included chart reviews, a two-step
screening tool, and a post survey. Baseline data was collected by an informatics specialist within
the organization to understand the current state of PC referrals from the ED. If this project had
been implemented as planned, a palliative care screening tool would have been utilized by ED
clinicians to identify emergency department patients with significant palliative care needs (see
Appendix M). Prospective data would have been obtained from patient charts and the PC
screening tool by the DNP student to compare pre- and post-implementation metrics. This
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included (1) age, (2) use of screening tool in the ED, (3) diagnosis of a life limiting illness, (4)
reason for PC referral, (5) when referral was made, (6) clinician who made PC referral, (7) admit
date, (8) referral date, and (9) length of stay after referral (see Appendix K). Each data outcome
was numerically coded and entered into an excel spreadsheet for analysis (i.e. Diagnosis of a life
limiting illness: 0=Advanced dementia or CNS disease, 1=Advanced cancer, 2=Advanced
COPD, 3=Advanced heart failure, 4=End stage renal failure, 5=End stage liver disease,
6=Hospice, 7=Other)
Data was planned to be collected over a period of 90 days during implementation. In
addition to retrospective chart reviews, quality performance measures for PC would have been
evaluated. Quality performance measures for PC include pain screening, pain assessment,
dyspnea screening, treatment preferences with goals of care, and documented treatment
preferences upon discharge (The Joint Commission, 2016). The goal was to increase the
percentage of patients that receive an early PC referral to ultimately increase quality performance
measures to meet quality metric benchmarks. Data collection was planned to measure the impact
of the quality improvement project with a qualitative survey distributed to both ED and PC
clinicians to gain insight into the practice change (see Appendix N).
Data Management
Data was obtained by the PC clinical team, ED clinical team, and the DNP student. All
data was kept within the organization’s network in a secure folder that was specifically set up for
this project. Data was not stored, shared, or saved on a thumb drive, in cloud storage, or on any
personal devices (including transfer of data by Grand Valley State University or personal email).
Only the project team had access to the data and utilized it for completion of this project. The
data from the excel spreadsheet was reviewed by the DNP student prior to submission to a Grand
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Valley State University biostatistics graduate student. This statistics student was working in
partnership with the DNP program.
Analysis
Data analysis is the process of inspecting, cleaning, and transforming raw data so that
useful information can be extracted. This project utilized descriptive statistics with percentages
for outcome evaluation. Tables were compiled with a distribution of variables to identify the
number of patients that present to the ED, the number of patients who screen positive for unmet
PC needs, and the number of positive screenings that result in a PC referral.
Additionally, aforementioned measurement indicators were manually recorded and
reviewed before being entered into an excel spreadsheet for analysis. Once the delineation
between pre- and post-implementation outcomes is outlined, goals of care, symptom
management, and health care utilization can be calculated.
Budget and Cost Analysis
A budget was created to demonstrate expected time needs from the DNP student and PC
and ED team members as well as necessary materials for implementation and sustainability of
the toolkit (see Appendix O). This DNP student contributed time for project development,
implementation, and analysis. Materials needed for this project included a laptop, printing
supplies, laminated color copies of screening tool. Since this quality improvement project was
part of the DNPs education, time for project development, implementation, and analysis was
without cost to the organization. Calculated DNP time and materials donated for this project
would be $7100.
The budget takes into account the number of hours needed and current wages of each
team member (see Appendix O). The majority of time for project development and
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implementation came from the PC team to attend meetings and assist with implementation.
Current hourly wages for the PC team were calculated and multiplied by the expected number of
hours required for the project for a cost of $5463.75 (Salary.com, 2018). Additional time
necessary for education and evaluation of the ED staff was calculated as approximately $94
(Salary.com, 2018). In total, the project would cost the organization approximately $5557.75.
This project had the potential for return on investment for the organization. A cost
analysis was completed to assess current reimbursement implications for 2019 under the
Medicare Access and CHIP Reauthorization Act (MACRA) (see Appendix P). The Medicare
Access and CHIP Reauthorization Act places a 4% penalty or reward on organizations based on
quality measure performance (Centers for Medicare and Medicaid Services [CMS], 2018).
Current quality performance measures are analyzed to assess if the organization is on target to
receive a penalty or reward. Once this is determined, the 4% adjustment will be applied to the
average costs of healthcare. This cost adjustment will increase biannually until 2020 up to 9%
penalty or reward (CMS, 2018). Further analysis applied the projected 9% penalty or reward
based on current quality measures to extrapolate possible reimbursement in 2020.
Timeline
A timeline is a way to list events in a chronological order to capture the essence of what
the project objectives will accomplish, steps needed for implementation, and when things will be
complete. Building a comprehensive, accurate timeline will ensure that a project continues
moving forward (see Appendix Q). The timeline for this project began in April 2018 with a
meeting of the PC team to identify phenomenon of interest. Initial data review was performed in
August 2018 to identify baseline metrics. An organizational assessment and literature review of
evidence was completed in September 2018. Development of a two-step PC screening tool
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based on recommendations from the literature review was completed in September 2018.
Identification of project champions and education was planned for October 2018.
Implementation for a 90 day ‘pilot’ was scheduled for November 2018 through February 2019.
After implementation redesign, chart reviews were completed in January and February 2019.
The final toolkit and project data were presented to key stakeholders in April 2019. The final
DNP project was defended and uploaded to Scholarworks© in April 2019.
Sustainability Plan
Sustainability is important to address when implementing a quality improvement project.
The PC team has a long-term plan for program growth, which includes the development of a
community palliative care program for patients. In order for continued growth, patients with
unmet PC needs must be identified early in the disease trajectory to establish goals of care,
augment symptom management, and decrease health care utilization.
The practice manager and PC medical director have worked together to facilitate
performance feedback and updates on data analysis. The PC medical director has voiced
additional areas for growth and education of PC services within the organization and outpatient
clinics. Discussion surrounding expansion to educate inpatient physician groups and clinicians
to the benefits for early PC referral are on the table. Both the PC clinicians and the organization
as a whole appear dedicated to supporting the sustainability of early PC referrals to improve
patient outcomes.
While this DNP project was not implemented due to time constraints, the organization
has identified this quality improvement project as part of their strategic plan for growth. The PC
manager, medical director, and program coordinator are dedicated to continuing this project.
Additional key stakeholders within the organization are dedicated to monitor practice changes
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related to this quality improvement project and ensure continued progress. Another DNP student
could be assigned to this project to facilitate additional education and implementation.
Results
Introduction
The aim of this project was to develop and implement a screening tool to increase PC
referrals for patients with a life-limiting illness at a large urban hospital. Baseline data were
collected retrospectively to determine the number of patients seen in the ED, the number of
patients admitted from the ED, and the number of admitted patients that had a PC referral. A
validated PC screening tool was selected from a literature review to identify ED patients with
unmet PC needs. A 3-month pilot project was planned to prospectively evaluate the PC referral
rate after educating staff on the use of the screening tool and implementing its use. This planned
pilot implementation was delayed to several barriers within the organization. This project was
modified to a retrospective chart review of admitted patients to identify those with unmet PC
needs. The increase number of patients identified with unmet PC needs suggests the possibility
of improved patient outcomes with future implementation of the screening tool.
Methods
Methods were modified from the planned evaluation of the practice change effectiveness
to chart reviews for admitted patients and applying the PC screening tool retrospectively to
identify patients that met screening criteria. Additionally, a tool-kit containing a validated twostep palliative care screening tool, marketing and educational materials for providers, and a
sustainability plan were developed for the organization.

PALLIATIVE CARE FINAL DEFENSE

36

Intervention
The planned intervention to implement a PC screening tool in the ED to identify patients
with unmet needs and initiate early PC referrals was not attained. Due to several barriers, the
organization concluded that this project would be postponed and implemented in January 2020.
Completion of the tool-kit containing the PC screening tool, educational material, and
sustainability plan was presented to the organization for use at a later date.
Approach
An interprofessional PC team consisting of the medical director, nurse manager, program
director, and medical social worker were formally assigned to assist the DNP student with this
project. The student used the PARiHS framework to guide the project and the ERIC project to
plan implementation of the practice change. After review of the literature, a validated two-step
screening tool was identified to detect patients with PC needs.
Measures
Initial measures for this project included the following: patient age, patient gender, use of
PC screening tool in ED, life-limiting diagnosis, reason for PC referral, service line initiating
referral, admission date (ED or inpatient), date of referral, length of stay after referral, and
advance directive status. Additionally, project evaluation measures were to include a pre- and
post-implementation survey with the following questions: 1. Prior to this QI project, I was aware
that palliative care services were available as a referral in the ED; 2. As a result of the screening
tool, I have a better understanding of what patients qualify for PC services; 3. After this QI
project, I believe there are new patients I will be able to identify for PC services; 4. Is there
anything else you would like to share about this process?
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These measures were modified due to postponement of the screening tool
implementation. Data measures that remained for this project included: age, screening tool
(positive or negative), life limiting illness, reason for PC referral, admit time and date, referral
time and date, discharge time and date, and PRISM score (see Appendix R) Pre- and postimplementation project evaluations were not obtained.
Analysis
This project utilized descriptive statistics with percentages for outcome evaluation.
Tables were compiled with a distribution of variables to identify the number of patients that
presented to the ED, the number of patients who screened positive for unmet PC needs, and the
number of positive screenings that resulted in a PC referral. Aforementioned measurement
indicators were manually recorded and reviewed before being entered into an excel spreadsheet
for analysis by a GVSU graduate statistician.
Ethical Considerations
Due to the change in methods and analysis, ethical considerations needed to be reevaluated. Project changes with updated methods and measures were communicated to the IRB
review boards at both the organization and GVSU. Approval from both IRB review boards was
granted and deemed non-research (see Appendix S). Ethical guidelines and confidentiality of
patient identifiers were maintained throughout the project.
Results
This project utilized a standardized tool-kit to help inform the organization on evidencebased recommendations. The tool-kit contained a validated two-step PC screening tool,
education material for ED providers, and a sustainability plan for the organization.
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Retrospective data identified a gap in care between patients that screened positive for palliative
care needs and patients that were consulted by palliative care.
Palliative Care Screening Results. Retrospective chart reviews were completed for
1,741 patients that were admitted from the ED to inpatient units during January and February
2019. Of the 1,741 admitted patients, 539 screened positive using the validated Palliative Care
Screening Tool. Of the 539 patients that screened positive, 234 received an inpatient referral for
PC. An additional 39 patients that did not screen positive were referred to PC during their
admission (see Appendix T, Figure 1). Median age for those that screened positive was 74 years
compared to the median age for those that screened negative being 60 years. This correlates
with the median age of 73 years for referrals and the median age of 63 for admitted patients
without a referral (see Appendix U, Figures 1 and 2).
The primary diagnosis of a life-limiting illness for patients that screened positive were as
follows: Dementia or CNS disease 16%, cancer 15%, respiratory failure 18%, heart failure 11%,
ESRF 10%, ESLD 3%, hospice 0.5%, and other 26% (see Appendix V, Table 1 and Figure 1).
In order to meet positive screening criteria, patients needed to be identified as having at least two
of the following unmet needs: frequent visits, uncontrolled symptoms, functional decline,
uncertainty of goals of care, or ‘other’ as defined by caregiver strain or provider discretion.
Results demonstrated that 96% of patients with a positive screening reported uncertainty of goals
of care, 94% had uncontrolled symptoms, 58% showed functional decline, 38% had frequent
visits, and 27% were listed as ‘other’ (see Appendix W, Table 1 and Figure 1).
PRISM Scores. The Placement and Resource Indicator for Systems Manage (PRISM) is
a five-tier mortality rate developed to understand severity of illness based on co-morbidities and
physiological disturbances with a lower score indicating a higher rate of mortality (XXX, 2013).
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PRISM scores are calculated by the ED provider for admitted patients. Results indicate that a
lower PRISM score (higher mortality) relates to higher PC needs. For the 539 patients that
screened positive, PRISM scores were entered for 434 patients. Of those, 102 patients had a
PRISM score of one, 181 patients had a PRISM score of two, and 133 patients had a PRISM
score of three (see Appendix X, Table 1 and Figure 1). This equates to 96% of patients that
screened positive having a PRISM score of one, two, or three and 65% having a PRISM score of
one or two (see Appendix X). Data further demonstrated an association between PRISM scores
and patients that received a PC referral. Of the 273 patients that received a PC referral, PRISM
scores were identified for 211 patients. The percentage of patients receiving a referral matched
those who screened positive with 65% receiving PRISM scores of one or two (see Appendix X,
Table 1). Overall, 70 patients with a PC referral had a PRISM score of one, 66 had a PRISM
score of two, 59 had a PRISM score of three, 14 received a PRISM score of four, and two had a
PRISM score of five (see Appendix X, Figure 1). This is consistent with patients who screened
positive with 92% receiving a PRISM score of one, two, or three.
Length of Stay. The time from admission to discharge was calculated and denoted as
length of stay (LOS). Median LOS for all admitted patients was found to be approximately 77
hours (3.2 days) with a minimum LOS of 0.27 hours and maximum LOS of 948 hours (39.5
days) (see Appendix Y, Table 1 and Figure 1). Results for LOS included patients admitted for
observation that were discharged shortly after arrival and patients that died after being admitted.
Length of stay was compared for patients with and without a PC referral. Median LOS for
patients with a PC referral was found to be 119 hours (5 days) with a minimum LOS of 4.3 hours
and maximum LOS of 948 hours (39.5 days) (see Appendix Y, Table 2 and Figure 1). The
minimum LOS after PC referral is related to patient death. Discharge times are displayed despite

PALLIATIVE CARE FINAL DEFENSE

40

disposition of the patient and included time of death as discharge. Median LOS for patients that
did not receive a PC referral was 54 hours (2.25 days) with minimum LOS 0.27 hours and a
maximum LOS of 788 hours (32.8 days).
Time to Referral. Time from admission to referral was calculated for patients receiving
a PC consult. Median time from admission to referral was found to be 18 hours with a minimum
time of -23 hours and a maximum time of 281 hours (11.7 days) (see Appendix Z, Table 1 and
Figure 1). The negative value for time from admission to referral can be accounted for referrals
that were initiated while the patient was in the ED prior to admission. Overall, the median time
of 18 hours is within organizational policy of referral within 24 hours of admission. However,
there is a gap for some patients with a maximum time to referral of approximately 12 days after
admission. Additionally, median time from referral to discharge was calculated and found to be
97 hours (4 days) with a minimum time of one hour and a maximum time of 818 hours (34 days)
(see Appendix Z, Table 2 and Figure 1). The minimum time from referral to discharge again can
be attributed to patient’s death shortly after referral.
Discussion
This section will discuss clinically significant finding of the project, barriers that may
have hindered the project, and effective strategies to improve future PC referrals. Clinically
significant findings have practical importance to a treatment effect and provides a palpable
influence on daily living (Free Dictionary, 2019). For patients with a life limiting illness, PC is
an essential part of the health care team that focuses on patient directed goals of care,
improvement of symptom management, and prolonging survival (da Silva Soares, Nunes, &
Gomes, 2016; Dechen & Austin, 2017). These outcomes directly relate to the most frequently
identified unmet PC needs; uncertainty of goals of care (n=519), uncontrolled symptoms
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(n=510), and functional decline (n=315). Addressing uncontrolled symptoms and functional
decline can improve a patient’s daily living and are therefore clinically significant findings.
Age was found to be an indicator for a positive screening result. The CDC (2018b) found
that one in four Americans aged 65 and older have a chronic life limiting illness. Retrospective
data identified comparable results with patients greater than 70 years of age being more likely to
screen positive for unmet PC needs with an identified life limiting diagnosis. Identified life
limiting diagnoses included: dementia or CNS disease (n=88), cancer (n=81), respiratory failure
(n=100), heart failure (n=61), ESRF (n=54), and ESLD (n=16). These diagnoses are also
identified by the CDC (2018a) for leading cause of death and disability.
Another significant finding was a potential gap in care between the patients who screened
positive for unmet PC needs and those receiving consults. Approximately 31% (n=539) of the
patients admitted from the ED screened positive for PC needs. Of these patients, roughly 13%
(n=234) received an inpatient PC consult. This finding further supports the need for PC
screening to identify patients with unmet PC needs.
One limitation with the implementation redesign was the availability of data concerning
LOS. While one initial objective of this project was to identify if an early PC referral reduced
healthcare utilization, this data was not obtained. Median LOS for patients that received a PC
referral (n=273) was approximately 2.75 days longer compared to the median LOS for patients
that did not receive a PC referral (n=1,468). While the median LOS was greater, the patient’s
morbidity and mortality risk should be weighed as patients with life limiting illnesses generally
require additional medical interventions.
In addition to data analysis, barriers that impede palliative referrals, as well as effective
strategies to improve referrals were reviewed. Literature demonstrates that provider knowledge,
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ease of collaboration, and access to care are significant barriers to PC referrals (Autor, Storey, &
Ziemba-Davis, 2013; Perrin & Kazanowski, 2015). All of these barriers were factors in this
project. Literature also suggests that patient screening and provider education can be effective
strategies to improve referrals (George et al., 2016; Perrin, & Kazanowski, 2015).
Barriers
Provider Knowledge and Support. Several barriers were identified that contributed to
the delay in implementation of this project. One significant barrier was lack of provider
knowledge and support. During the organizational assessment, key champions for the ED were
identified. However, the individuals identified continually changed. Initial champions were
identified as the case managers in the ED. Case managers are responsible for monitoring
complex care patients to ensure treatment services are available for positive outcomes. After
much discussion, leadership determined that while ED case managers were involved with
complex care patients, they were not involved with the larger patient population in the ED and
therefore should not be project champions. Second champions were identified as the clinical
nurse leader (CNL) and clinical nurse specialist (CNS) for the ED. After careful consideration, it
was identified that the CNL and CNS had limited patient contact and might not be ideal
champions. A few specific charge nurses in the ED were also identified as potential champions
for the project. During this ongoing discussion, the ED nursing director assigned the ED CNL as
the key champion for the project. While the CNL was motivated to assist with the project, she
had limited palliative knowledge, which inhibited her full support of the project.
Additionally, the medical director for the ED was not fully supportive of the project.
This was initially identified during the SWOT analysis and listed as a weakness. Provider ‘buy
in’ for this project was essential for implementation. Concerns regarding increased work load,

PALLIATIVE CARE FINAL DEFENSE

43

hours of operation for the PC team, and limitation of provider ordering privilege considerably
contributed to lack of ED provider support. During discussions with the ED medical director, it
was discovered that ED providers do not have ordering privilege for inpatient PC services. For
patients being admitted, specialty referrals, such as PC, are deferred to inpatient provider teams.
In an effort to avoid conflict among providers, ED providers deferred consultations to inpatient
teams. This was identified as a significant barrier.
Ease of Collaboration. Ease of collaboration between the ED and PC was another
barrier to implementation. The organization is currently undergoing an electronic health record
(EHR) change that has impacted several units within the organization. Due to the upcoming
EHR change, the PC screening tool could not be integrated electronically. Several discussions
surrounding the logistics of implementation were met with concerns. Implementing the
screening tool in a paper format due to the upcoming EHR change contributed to postponement
of the project and was identified as a barrier.
Another concern regarding ease of collaboration was the hours of operation for the PC
team. Currently, the PC team is on site seven days a week from 8:30a to 5:00p with availability
by phone during off site hours. This was a large concern for the ED as they see patients 24 hours
a day/7 days a week. Furthermore, the organization uses a secured messenger system for quick
communication to providers. At this time, the palliative team was not integrated into the secured
messenger system as a whole. While individual PC providers utilized the system, it was difficult
to assess who the ‘on call’ provider was and how to contact PC services during off site hours.
Access to Care. One additional barrier identified during the project was a potential
billing conflict between inpatient admitting teams and the PC team. During a discussion late in
the project, it was identified that the organization currently operates with one tax identification
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code. The implication of this is that only one provider service can bill for their services each
day. While leadership within the organization is working diligently to correct this, it has
hindered access to care for specialty services for some patients.
Lack of available community-based PC resources was another barrier. This was
identified in the SWOT analysis as a possible threat. Although the organization is working to
create a sustainable community-based PC service, currently there are limited PC resources for
patients in an outpatient setting. Having limited community resources for PC greatly limits
patient access to care.
Strategies to Improve Referrals
Screening and Defined Referral Criteria. Studies suggest that initiating PC screening
with defined referral criteria may be a timely and cost-effective strategy to improve PC referrals
that offers several benefits to stakeholders (George et al., 2016). Identifying a target population
will also help define specific screening criteria, such as adult patients with a life-limiting illness.
In addition, screenings should allow for prognostication that incorporates clinical judgment of
the provider. Patients that screen ‘positive’ for PC needs ideally would have a second tier PC
assessment to assess functional status, social support, symptom burden, and caregiver domains
(George et al., 2016). While screening criteria is not presently standardized, having defined
criteria has shown an impact on frequency of repeat ED visits and hospitalizations, adequacy of
symptom control, and patient/caregiver satisfaction (George et al., 2016).
This project was intended to implement a validated two-step PC screening tool in the ED.
Although implementation was delayed, retrospective chart reviews within the organization did
support literature suggesting initiation of a PC screening tool in the ED with defined referral
criteria improves PC referrals.
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Provider Education. Studies suggest that many physicians often feel that introducing
palliative services into treatment plans means they are ‘giving up’ and may undermine the larger
goal of initiating lifesaving interventions and treatments (Perrin & Kazanowski, 2015).
Enhancing provider knowledge can lead to greater understanding that patients are experiencing a
myriad of physical signs or symptoms as well as emotional and spiritual pain (Perrin &
Kazanowski, 2015). Education that these patient concerns have not been sufficiently addressed
can help providers realize that a patient and the patient’s family need more support than inpatient
care teams can provide (Perrin & Kazanowski, 2015).
During this project, the DNP student developed specific education on the role and patient
criteria for a PC consult for ED providers. This education was presented during the monthly ED
provider meeting on February 6, 2019. After this education, PC consults that were seen directly
in the ED for February 2019 increased to nineteen patients. This is a 50% increase in ED
consultations from the previous month. Verbal feedback from some of the ED providers
included that “understanding the role of PC greatly influenced the decision to consult”. This
demonstrated that provider knowledge is an effective approach for improving PC consults.
Limitations
While this project was initiated by the organization and fell within their strategic plan,
several limitations were identified. First, the time frame was limited and based upon
matriculation for the DNP student. The timeline for implementation was initially scheduled for
November 2018 but was met with barriers from the ED due to scheduled staff vacations and
holidays. Key stakeholders in the ED modified the implementation date from November 2018 to
January 2019 and then again to February 2019. These continued delays along with the
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organizational EHR change triggered the project to be postponed until the screening tool can be
integrated with the new EHR system in January 2020.
Implementation postponement modified available metrics to be analyzed. Data variables
that remained included age, screening tool (positive or negative), life limiting illness, reason for
PC referral, admit time and date, referral time and date, and discharge time and date (see
Appendix R). Variables that were not obtained included location of PC referral, service team for
PC referral, and length of stay after PC referral. Additionally, pre- and post-implementation
project evaluation was not obtained.
Retrospective chart reviews were completed by the DNP student. Data collection based
on interpretation by one person can have limitations. Applying the screening tool in a
retrospective manor without physically assessing the patient could potentially lead to
misinterpretation, therefore skewing the data. Additionally, retrospective data was limited to 60
days and may not be sufficient to examine practice recommendations.
Implications for Practice and Further Study in the Field
While this DNP project was not fully implemented, results gathered have several practice
implications. Results indicate that the majority (65%) of patients who screen positive for PC
needs also meet criteria for PRISM one or two. PRISM is a five-tier mortality rate developed to
understand severity of illness based on co-morbidities and physiological disturbances with a
lower score indicating a higher rate of mortality (XXX, 2013). An overall score contains
variables from cardiovascular, neurologic, and vital functions, acid base status, chemistry tests,
hematology tests, and other factors such as functional status and co-morbidities (Cowen et al.,
2013; XXX, 2013). Current practice within the organization assigns PRISM scores to admitted
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patients. While the organization is finalizing details for full implementation of the integrated PC
screening tool in the ED, use of PRISM scores can be useful to identify patients with PC needs.
Implementation of a screening tool in the ED was intended to provide early identification
of patients with PC needs, thus improving patient goals of care, symptom management, and
length of hospitalization. Although the organization was delayed on complete implementation,
retrospective chart reviews have identified a gap in care for patients that could benefit from
palliative interventions. Integration of a screening tool is being reviewed with the organizational
implementation of a new EHR system in January 2020. This next step for integration of PC in
the ED was not a simple fix that could be resolved in the limited time allotted for the DNP
project. Continued discussion, education, and interprofessional collaboration is needed to meet
the organizational need of an integrated PC screening tool.
Conclusion
The PC team within a large acute care hospital in West Michigan sought to implement an
integrated model of PC in the ED to improve referrals and patient outcomes. Specific outcomes
for this project included early PC referrals to increase patient goals of care, augment symptom
management, and decrease healthcare utilization. An organizational assessment of current
practice, paired with a literature review on PC screening tools, identified that implementation of
a two-step PC screening tool in the ED could be a feasible intervention to initiate early PC
referrals. Theoretical frameworks were utilized to understand the phenomenon and develop
educational and implementation plans for the project.
While implementation was postponed due to several barriers, retrospective chart reviews
took place over January and February 2019. Results revealed a potential gap in care for admitted
patients. Of the 1,741 patients admitted from the ED, 539 screened positive for possible PC
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needs. Of the 539 positive screenings, only 234 patients received a PC referral during their
admission. This indicates that up to 57% of patients that screen positive for PC needs are not
receiving referrals. Length of stay was found to be approximately three days longer for patients
that received a PC referral. This could indicate the elevated risk of morbidity and mortality
associated with the need for palliative care. Supplemental data could be reviewed after
implementing the screening tool to identify if LOS was decreased with earlier referrals.
Additionally, 65% of patients that screened positive met criteria for a PRISM one or two
mortality score. With the postponement of the screening tool, the organization could instill a
policy to utilize the current PRISM risk indicator to identify patients with unmet palliative care
needs and bridge the gap in care.
Dissemination of Results
Dissemination of results from this DNP quality improvement project were presented to
leadership and team members of the PC department during the monthly staff meeting in April
2019. Additionally, outcomes have been submitted as a poster presentation at the Michigan
Council for Nurse Practitioners (MiCNP) conference on March 22, 2019 as well as the Michigan
Emergency Nurses Association (Mi ENA) annual spring conference on May 1, 2019. The final
product of this project improvement was presented as the student’s ‘oral defense’ on April 12,
2019 and was open to the public for attendance. The final DNP project defense paper was
uploaded to Scholarworks© in April 2019 for public access. Lastly, results could be
disseminated at the annual Palliative Care conference held by the organization.
Reflection on DNP Essentials
The American Association of Colleges of Nursing (AACN) has established eight core
competencies for advanced practice roles known as the DNP essentials. The AACN (2006)
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requires advanced practice providers to be proficient in these essentials in order to integrate
practice expertise, proficient knowledge, and expanded accountability for evidence-based
clinical prevention and population health in the care and management of specialized populations.
Essential I: Scientific Underpinnings for Practice
The DNP program prepares graduates to integrate nursing and biological sciences to
enhance health care delivery, evaluate outcomes, and develop new practice approaches (AACN,
2006). This essential was accomplished by a literature review utilizing the PRISMA guidelines.
Conceptual models such as the Theory of Symptom Management were used to view the
phenomenon in a structured approach. In addition, the PARiHS framework guided steps for
implementation with a focus on evidence, context, and facilitation (Kitson et al., 1998).
Essential II: Organizational and Systems Leadership
DNP graduates must be skilled in working with leadership. Understanding practice
management, the impact of policies on population health, and creating change are essential to
improve health outcomes (AACN, 2006). The student demonstrated organizational and systems
leadership throughout the project by meeting with key stakeholders and completing an
organizational needs assessment related to integrating PC. Information gathered from the
organizational assessment and continued meetings with leadership were used to develop an
intervention to integrate PC in the ED to improve early PC referrals. Leadership and
communication skills were used throughout the project to understand the need of the
organization, identify barriers and facilitators, educate team members and providers, and
strategize implementation. Communication occurred during one-on-one and group
conversations, emails, presentations, and secured messenger. Unique needs of the focused
patient population were considered throughout the project and ethical standards were maintained.
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This project was submitted to IRB review boards for both the organization and GVSU and
deemed non-research.
Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice
A key activity for DNP graduates is the translation of scholarly research into clinical
practice. Critical appraisal of existing literature into evidence-based practice that allows design
processes and outcome evaluation is an essential role of the DNP graduate (AACN, 2006). The
student used analytical methods to evaluate literature regarding a screening tool for early
identification of patients with PC needs. Information technology was used to gather data from
the EHR to determine if the patient screened positive or negative for palliative needs. Data was
then analyzed to determine trends and statistics. This project included implementing PC
education to ED providers. Results were disseminated to improve patient health outcomes
within the organization.
Essential IV: Information Systems Technology
DNP graduates need to be proficient in the design, use, selection, and evaluation of
information systems and technology resources to implement improvement and support practice.
Ethical, regulatory, and legal principles must be demonstrated to provide leadership in
information technology in health care settings (AACN, 2006). During this project, the student
used information technology during retrospective chart review in the EHR. Additionally,
technology was used during communication through email and a secured messenger system.
Microsoft Excel was used for data organization and analysis during the project. Ethical
guidelines and confidentiality of patient identifiers were maintained throughout the project.
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Essential V: Advocacy for Health Care Policy
Health care policy creates a framework that can impede or facilitate the delivery of health
care services. The DNP graduate is equipped to design, influence, and implement health care
policy to affect outcomes (AACN, 2006). During this project, the DNP student analyzed current
policy of the organization in regard to PC referrals. The student was able to develop a proposed
policy for the organization to include current PRISM scores into inpatient PC referral criteria.
This project did not include policy change at the local, state, or national level.
Essential VI: Interprofessional Collaboration
DNP students have advanced preparation that enables facilitation of interprofessional
members of the health care team (AACN, 2006). For this project, the DNP student collaborated
with multiple disciplines within the organization. This included physicians, advance practice
nurses, physician assistants, medical social workers, CNLs, CNSs, nurses, and management
teams. Understanding various perspectives of each professional discipline allowed the student to
evaluate current practice, understand needed change, assess barriers, and gain insight into a
proposed practice change.
Essential VII: Clinical Prevention and Population Health
DNP graduates have a foundation in clinical prevention and health promotion. This
allows the DNP to analyze data in order to create, implement, and evaluate strategies for
population health and clinical prevention. DNPs are equipped to implement interventions that
address gaps in care (AACN, 2006). Palliative care is specifically designed to improve quality
of life during any stage of illness. This project focused on screening patients for palliative needs
and evaluating current practice to determine if a gap in care existed. Palliative care allows
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patients to direct their care by reducing unnecessary tests and intervention. Organizational
culture and socioeconomic dimensions were considered when developing this project.
Essential VIII: Advanced Nursing Practice
The DNP graduate is prepared to practice in an area of distinction with advanced
knowledge, expertise, and mastery. Graduates have the ability to conduct a comprehensive
assessment of health and illness, design and implement evidence-based interventions, sustain
partnerships with patients and professionals, demonstrate advanced levels of systems thinking,
and educate others through transitions (AACN, 2006). This project specifically addressed the
adult/gerontological population with life limiting illnesses. The student demonstrated advanced
nursing practice during the project and maintained systems thinking in design, implementation,
and evaluation. Multiple partnerships were sustained with various key stakeholders, leadership
teams, and clinicians throughout the project. The student was able to guide and educate team
members during each stage of the project. In review, this DNP project covered all the DNP
essentials.
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Appendix A

The Burke-Litwin Model of Organizational Performance and Change

A model of organizational performance and change. Reprinted from “A Causal Model of
Organizational Performance and Change,” by W. W. Burke and G. H. Litwin, 1992, Journal of
Management, 18, 528. Copyright 1992 by Southern Management Association.
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Appendix B

Organizational IRB
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Appendix C

Grand Valley State University IRB
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Appendix D

Citi Training: Human Subjects Research
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Appendix E

SWOT Analysis of the Palliative Care Team and Emergency Department
Strengths






Sustainable organization at the
system, community, and individual
level
Key stakeholders – staff, management,
leadership of the unit engaged in this
problem and see it as important
Unit engaged in quality improvement
Palliative care committees aimed at
quality improvement
Specialty unit: providers trained in PC

Weaknesses





Opportunities







Culture within the greater organization
is one of willingness to change for
quality improvement
Onboarding of new staff
Improving discharge planning
Enhance quality of care by integrating
evidence-based care
Decreased cost of care
Decreased readmission rates

High patient acuity
ED Physician “buy in” for PC referral
Community PC project
Limited PC knowledge in ED

Threats/Challenges




Funding for resources/staff
/implementation may be limited
Availability of community-based
resources for patient discharge
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Appendix F

PRISMA Flow Diagram of Systematic Search

Figure 1. Flow diagram of search selection process. Adapted from “Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement,” by D. Moher, A. Liberati, J.
Tetzlaff, D. Altman, and PRISMA Group. Copyright 2009 by PLoS Medicine.
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Appendix G
Table of evidence of palliative care screening

Author (year)
Purpose
Cotogni (2017)
Evaluate the
feasibility of an
ED initiated
screening to
identify
seriously ill
patients in need
of PC referral

da Silva Soares
(2016)
Examine the
effectiveness of
ED-based PC
interventions on
admissions,
LOS,
symptoms,
QOL, and other
health care
services

Design (N)

Inclusion Criteria

Single-center,
prospective,
observational
study
(N= 257)

1) known dx of
chronic organ
failure (heart,
lungs, liver,
kidney),
progressive
neurological
disease (dementia,
stroke, Parkinson’s,
ALS, MS) or
advanced cancer
and 2) awaiting
hospitalization after
an ED visit

Systematic
Review of 5
studies
(N= 4373)
3 case studies
and 2 cohort
studies

Original data
evaluating any type
of PC intervention
in the ED for adult
patients (18 years
or older) with
advanced disease.
Advanced dx: CA,
COPD, HF, renal
failure, liver
failure,
neurological dx.

Intervention vs
Comparison
SIAARTI/NCCN
screening tool vs.
development of a SST.
(34% vs. 39.3%; 95%
CI: 33.5-45.4)
SST:
Sensitivity 97.8%
Specificity 92.8%
Accuracy 94.5%

Interventions included
a screening tool,
traditional ED-PC, and
integrated ED-PC.

Results

Conclusion

1497 adult pts were examined in the
ED. Among them, 485 (32%) were
admitted to inpatient hospital. 257
(53%) met inclusion criteria and
were enrolled in the study. A
simplified screening tool was
developed to identify PC pts when
PPS < 50 and associated with one
of the following six general
indicators: 1) >1 admission within
12 months; 2) admission from home
care services; 3) awaiting admission
to LTC; 4) dialysis; 5) home
oxygen use; 6) non-invasive
ventilation

Estimated that over
one-third of pts
admitted after an
ED visit were in
need of PC and
could be identified
with the use of a
SST

Five studies with 4374 participants
were included: three case series and
two cohort studies. Two studies
reported on hospital admissions: in
one study there was no statistically
significant difference in 90-day
readmission rates between patients
who initiated integrated PC at the
ED (11/50 patients, 22%) compared
to those who initiated PC after
hospital admission (179/1385,
13%); another study showed a high
admission rate (90%) in 14 months
following ED-PC, but without
comparison. One study showed an

One study showed
a reduction in LOS
(3.53 days) with
integrated PC.
Insufficient
evidence for the
effect of ED based
PC interventions.
Evidence is scarce
on impact of
symptom control,
QOL, and use of
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Interventional
controlled studies,
pre-post studies,
cohort studies, case
series.

George (2016)
Evaluate
methods, tools,
and outcomes of
PC screening
and referral
projects in the
ED

Systematic
Review of 7
studies
5 feasibility
studies, 1
RTC, and 1
validation
study of a
novel
screening tool

Adult (> 18 years)
ED patients.
Studies involved
consideration of a
screening tool,
assessment, referral
modality, or
consultation aimed
at identifying
patients appropriate
for PC. There was
no preferred study
type. English
language only.
Key words:
consult, ED, and
PC.

Each study developed
an independent
screening or evaluation
tool for PC needs.

LOS reduction (mean 4.32 days in
ED-initiated PC group versus 8.29
days in postadmission-initiated
group; p < 0.01). There was scarce
evidence on other outcomes except
for conflicting findings on survival:
in one study, ED-PC patients were
more likely to experience an
interval between ED presentation
and death >9 hours (OR 2.75, 95%
CI 2.21–3.41); another study
showed increased mortality risk in
the intervention group; and a case
series described a higher in-hospital
death rate when PC was EDinitiated (62%), compared to ward
(16%) or ICU (50%)

other health care
services.

Seven studies met inclusion criteria.
Each was reviewed for
methodological quality and
strength. The studies were
synthesized using a narrative
approach.. Each required additional
ED personnel to perform screening
and referral, and success was
limited by availability of
specialized personnel. All the
studies were successful in
increasing rates of PC referral

Screening and PC
referrals are
feasible in the ED
setting. Varied
screening criteria
are not yet
standardized.
Variability exists in
outcomes measured
after a PC
screening process
is initiated in the
ED. Further
studies are needed
to validate preexisting screening
criteria and identify
standardized
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processes that are
reproducible.

Grudzen (2016)
Compare QOL,
depression,
health care
utilization, and
survival in ED
CA patients
with an ED
initiated PC
referral

Single blind
RCT
(N= 136)

Adult patients
with advanced canc
er who were able to
pass a cognitive
screen, had never
been seen by
palliative care,
spoke English or
Spanish, and
presented to the ED
met eligibility
criteria; 136 of 298
eligible patients
were approached
and enrolled in the
ED and
randomized via
balanced block
randomization.

Participants received a
comprehensive
palliative
care consultation by the
inpatient team,
including an
assessment of
symptoms, spiritual
and/or social needs, and
goals of care

A total of 136 participants were
enrolled, and 69 allocated
to palliative care (mean [SD], 55.1
[13.1] years) and 67
were randomized to
usual care (mean [SD], 57.8 [14.7]
years). Quality of life, as measured
by a change in FACT-G score from
enrollment to 12 weeks, was
significantly higher in
patients randomized to the
intervention group, who
demonstrated a mean (SD) increase
of 5.91 (16.65) points compared
with 1.08 (16.00) in controls
(P = .03 using the nonparametric
Wilcoxon test). Median estimates of
survival were longer in the
intervention group than the control
group: 289 (95% CI, 128-453) days
vs 132 (95% CI, 80-302) days,
although this did not reach
statistical significance (P = .20).
There were no statistically
significant differences in
depression, admission to the
intensive care unit, and discharge to
hospice.

Emergency depart
mentinitiated palliative
care consultation
in advanced cancer
improves quality of
life in patients
with advanced canc
er and does not
seem to shorten
survival; the impact
on
health care utilizati
on and depression
is less clear and
warrants further
study.

Ouchi (2017)
Assess the
performance
and determine

Retrospective
screening tool
(N= 207)

All attending ED
physicians who
cared for at least
one patient aged ≥

ED physicians
administered the
screening tool and
responded to questions

38 attending physicians
retrospectively applied a screening
tool for 207 eligible patients. Mean
age of pt was 75 years, 51% male,

A rapid screen of
older adults for PC
needs was
acceptable for the
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acceptability of
a contentvalidated PC
screening tool

65 years during
7AM to 4PM shifts,
12 PM to 9PM
shifts, or 11PM to
8AM shifts every
day for three
consecutive weeks
in October 2015.

68
to rate the tool’s
acceptability and level
of confidence when
completing the tool.
Tool: 1) does the pt
have a life limiting
illness (dementia,
cancer, ESRD, COPD,
HF, ESLF, septic
shock, high change of
accelerated death); 2)
does the pt have two or
more unmet PC needs
(frequent visits,
uncontrolled
symptoms, functional
decline, unmet GOC,
surprise question)?

and 45% had at least one lifelimiting illness. Of the 207 pts
screened, 67 pts (32%) screened
positive for PC needs. 70% of the
physicians found the tool acceptable
to use. Average time for
completion was 1.8 minutes per
patient screened.

majority of ED
physicians and
identified a
significant number
of patients who
may benefit from
PC referral.
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Appendix H

Theory of Symptom Management

Revised Symptom Management Conceptual Model. Reprinted from “Advancing the Science of
Symptom Management”, by Dodd., M., Facione, N., Huphreys, J., Miaskowski, C., & Rankin, S,
2001, Journal of Advanced Nursing, 33, 668-676.
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Appendix I

Organizational Approval for DNP Project
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Appendix J

Site Mentor Agreement for DNP Project
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Appendix K

PARHIS Framework

A three-dimensional matrix in which evidence, context, and facilitation can either be expected to
influence the outcome in a positive or negative way. Reprinted from “Enabling the
implementation of evidence-based practice: A conceptual framework,” by EA. Kitson, G.
Harvey, & B. McCormack, 1998, Quality in Health Care, 7, 149-158. Copyright BMJ
Publishing Group Ltd.
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Appendix L
Data Variable Definitions
Variable Name
ID
Age
Screening Tool

Referral

Date of Admission
Date of Referral
Date of Discharge
Length of Stay
Diagnosis

Definition
ID Numbered 0001 to 9999
Patient age in years at date of admission.
Was the screening tool completed?
. = missing Data
0 = yes
1 = no
Where was the referral made?
. = Missing data
0 = ED
1 = Observation Unit
2 = Inpatient
3 = Other
Date and time of admission to inpatient unit
Entered as MM/DD/YYYY
Date and time of referral to palliative care
Entered as MM/DD/YYYY HH:MM
Date and time of discharge from inpatient unit
Entered as MM/DD/YYYY HH:MM
LOS after PC referral
Entered as MM/DD/YYYY HH:MM
Life limiting diagnosis code:
. = Missing data
0 = Advanced dementia or CNS disease
1 = Advanced cancer
2 = Advanced COPD
3 = Advanced Heart Failure
4 = End stage renal failure
5 = End stage liver disease
6 = Hospice patient
7 = Septic shock
8 = Other

Reason for Referral

Reason for palliative care referral:
Frequent visits 0 = no, 1 = yes
Uncontrolled symptoms 0 = no, 1 = yes
Functional decline 0 = no, 1 = yes
Goals of care 0 = no, 1 = yes
Other 0 = no, 1 = yes

Service team

Service team requesting referral
0 = ED
1 = ICU
3 = Med/surg
4 = Oncology
5 = Other
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Appendix M
Palliative Care Screening Tool

Palliative Care Screening Tool. Reprinted from “Content validation of a novel screening tool to
identify emergency department patients with significant palliative care needs” by George, N.,
Barrett, N., McPeake, L., Goett, R., Anderson, K., Baird, J., & Hiestand, B. (2015). Academic
Emergency Medicine, 22, 823-837. Copyright John Wiley and Sons.
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Appendix N
QI Project Evaluation
Thank you for your input in the quality improvement of the palliative care program. This is your
opportunity to give us feedback on palliative care referrals from the ED.
Please use the following scale:
SA(strongly agree) A(agree) N(neutral) D(disagree) SD(strongly disagree)
1. Prior to this QI project, I was aware that palliative care services were available as a referral in
the ED
SA
1

A
2

N
3

D
4

SD
5

2. As a result of the screening tool, I have a better understanding of what patients qualify for PC
services.
SA
1

A
2

N
3

D
4

SD
5

3. After this QI project, I believe there are new patients I will be able to identify for PC services.
SA
1

A
2

N
3

D
4

SD
5

4. Is there anything else you would like to share about this process?
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Appendix O
Project Budget
Personnel or Item

Projected hourly wage x
time

Cost of item

PC manager
PC Medical Director
PC Program Coordinator
PC MSW
ED Staff (average)
Statistician (In kind donation)
Net:

$34.27 x 25 hours
$127.48 x 25 hours
$31.32 x 25
$25.48 x 25
$47 x 2

$856.75
$3187
$783
$637
$94
$100
$5557.75

DNP Student Expenditures
Program Development
Program Implementation
Program Analysis
Materials Needed
Net: (In kind donation)
NET Total:

$32.00 x 75
$32.00 x 50
$32.00 x 50

$2400
$1600
$1600
$1500
$7100
+ $1542.25
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Appendix P
MACRA Key and Cost Analysis

Final Score
Additional performance
threshold

Payment Adjustment

Estimated
Payment
Adjustment

>70 points

Positive Adjustment
Eligible for additional adjustment for
exceptional performance bonus
Positive Adjustment
Not eligible for additional adjustment for
exceptional performance bonus

100

3 < points

Neutral Adjustment

25

0 Points

Negative payment adjustment of -4%
0 points- does not participate

0

4-69 points

Cost of Service

75

Adjustment 2019

Adjustment 2022

+/- 4%

+/- 9%

ED Visit
$1957

+/- $78.28

+/- $176.13

ICU Admission
$4714 per day

+/- $188.56

+/- $424.26

Med/Surg Admission
$2159 per day

+/- 86.36

+/- $194.31
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Appendix Q
DNP Timeline for Project Development

PC meeting
to identify
phenomenon

OA and Lit
Review

Aug. 2018
April 2018
identify
baseline
metrics

Identify
Champions
for
implementati
on

Sep. 2018

Sep. 2018
2-step
screening
tool

Planned
Implementat
ion

Oct. 2018

Jan/Feb.
2019

Oct. 2018
Project
proposal
defense

DNP Project
defended
and
uploaded to
ScholarWor
ks

April 2019

April 2019
Chart
Reviews

Final toolkit
presented to
stakeholders
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Appendix R
Modified Data Variable Definitions
Variable Name
ID
Age

Definition
ID Numbered 0001 to 9999
Patient age in years at date of admission. Age 1-90, if over 90, age
rounded down

Screening Tool

Results of the PC screening tool:
. = missing Data
0 = negative
1 = positive

Referral

Was there a referral made?
. = Missing data
0 = no
1 = yes

Date of Admission

Date and time of admission to inpatient unit
Entered as MM/DD/YYYY

Date of Referral

Date and time of referral to palliative care
Entered as MM/DD/YYYY

Date of Discharge

Date and time of discharge from inpatient unit
Entered as MM/DD/YYYY

Diagnosis

Life limiting diagnosis code:
. = Missing data
0 = Advanced dementia or CNS disease
1 = Advanced cancer
2 = Respiratory failure
3 = Heart Failure
4 = End stage renal failure
5 = End stage liver disease
6 = Hospice patient
8 = Other

Reason for Referral

Reason for palliative care referral:
Frequent visits 0 = no, 1 = yes
Uncontrolled symptoms 0 = no, 1 = yes
Functional decline 0 = no, 1 = yes
Goals of care 0 = no, 1 = yes
Other 0 = no, 1 = yes
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Appendix S
Modified Organizational IRB
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Appendix T
Screening Results

Screening Results

ADMITTED PATIENTS

0

500

1000

1500

Total admissions

Admitted patients
1741

Positive screening

539

Total referrals

273

Referrals with pos screening

234

Total admissions

Positive screening

Total referrals

2000

Referrals with pos screening

Figure 1. Palliative Care Screening Tool Results. Bar graph depicting the total number of
patients admitted from the ED, those that screened positive for palliative care needs, the total
number of palliative care referrals, and the number of referrals that screened positive.
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Appendix U
Patient Age Distribution

Figure 1. Patient Age Distribution. Histogram depicting distribution of ages for negative
screening group and positive screening group.

Figure 2. Patient Age Distribution. Box plot depicting distribution of ages for negative
screening group and positive screening group.
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Appendix V
Primary Diagnosis
Table 1. Primary Diagnosis for Palliative Care Need
Primary Diagnosis for Palliative Care

Diag Frequency Percent
Dementia or CNS disease

88

16.24

Metastatic Cancer

81

14.94

Respiratory Failure

100

18.45

Heart Failure

61

11.25

End Stage Renal Failure

54

9.96

End Stage Liver Disease

16

2.95

Hospice

3

0.55

Other

139

25.65

Primary Diagnosis for PC Need
Dementia / CNS

Other

Cancer

Hospice
ESLD

ESRF
Resp Failure
Heart Failure
Dementia / CNS

Cancer

Resp Failure

Heart Failure

ESRF

ESLD

Hospice

Other

Figure 1. Primary Diagnosis for Palliative Care Need. Pie chart depicting the primary diagnosis
for patient that screened positive for palliative care needs.
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Appendix W
Referral Criteria
Table 1. Reason for Palliative Care Referral
Reason for Referral
(two or more to meet screening criteria)
Frequency
Percent %

Frequency

Percent %

Goals of care

519

96%

Uncontrolled symptoms

510

94%

Functional decline

315

58%

Frequent visits

204

38%

Other

144

27%

Referral Cirteria for PC
GOALS OF CARE
UNCONTROLLED SYMPTOMS
FUNCTIONAL DECLINE
FREQUENT VISITS
OTHER
0%

Screening criteria for PC

20%

40%

Other

Frequent visits

27%

38%

60%
Functional
decline
58%

80%
Uncontrolled
symptoms
94%

100%
Goals of care
96%

Figure 1. Reason for Palliative Care Referral. Bar graph depicting screening criteria for
palliative care needs. Note: patients needed to be positive for two or more needs to meet criteria
for a positive screening.
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Appendix X
PRISM Scores
Table 1. PRISM scores in relation to palliative care referrals
Prism scores in relation to PC referrals
Frequency
Percent %
Negative
Positive

1

2

3

4

5

Total

33
152
424
426
3.03% 13.96% 38.93% 39.12%

54
4.96%

1089

14
6.64%

2
0.95%

211

440

56

1300

4

5

Total

37
350
422
4.27% 40.42% 48.73%

56
6.47%

866

18
4.15%

0
0.00%

434

440

56

1300

70
66
59
33.18% 31.28% 27.96%
103

Total

218

483

Table 2. PRISM sores in relation to screening
Prism scores in relation to screening
Frequency
Percent %
negative

1

2

1
0.12%

3

102
181
133
23.50% 41.71% 30.65%

positive

103

Total

218

483

PRISM Scores
PRISM 5
PRISM 4
PRISM 3
PRISM 2
PRISM 1
0
PRISM scores for referrals
PRISM scores with screening

50

100

150

200

PRISM 1
70

PRISM 2
66

PRISM 3
59

PRISM 4
14

PRISM 5
2

102

181

133

18

0

PRISM scores for referrals

PRISM scores with screening

Figure 1. PRISM Scores. Bar graph depicting PRISM scores for patients that screened positive
for palliative needs and patients that received a palliative care referral.
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Appendix Y
Length of Stay
Table 1. Length of stay in hour for admitted patients
Length of stay in hours for admitted patients
Median Quartile Range Lower Quartile Upper Quartile Minimum
N = 1740

66.44

77.49

34.32

111.81

Maximum

0.27

947.65

Table 2. Length of stay in hours by referral
Length of stay in hours by referral
Median Quartile Range Lower Quartile Upper Quartile Minimum
No referral N= 1468
Yes referral

N= 273

Maximum

54.20

67.04

28.71

95.75

0.27

787.97

119.08

135.79

77.68

213.48

4.33

947.65

Length of Stay

TIME IN HOURS

0

20

40

60

80

100

Time in hours
66.5

Admitted patients
Yes referral

119

No referral

54
Admitted patients

Yes referral

No referral

Figure 1. Length of stay. Bar graph depicting length of stay in hours for admitted patients.
Length of stay comparison to patients with a referral to palliative care and those without a
palliative referral.
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Appendix Z
Time to Referral
Table 1. Time from admission to referral
Time from admission to referral in hours

N = 270

Median

Quartile Range

Lower Quartile

Upper Quartile

Minimum

Maximum

17.79

33.92

4.25

38.17

-22.87

281.38

Table 2. Time from referral to discharge
Time from referral to discharge in hours

N = 270

Median

Quartile Range

Lower Quartile

Upper Quartile

Minimum

Maximum

97.48

116.87

54.87

171.73

1.05

818.40

Time to Referral

TIME IN HOURS

0

20

40

60

80

100

Time in hours
18

Time to referral
Time from referral to discharge

97
Time to referral

Time from referral to discharge

Figure 1. Time to referrals. Bar graph depicting the time in hours to receiving a palliative care
referral and the time in hours from referral to discharge.

